
COUNTY OF SAN BERNARDINO 

STANDARD PRACTICE 

DEPARTMENT BEHAVIORAL HEALTH 
SUBJECT 

CERTIFICATION OF DBH CLINIC SERVICES FOR 
SDMC REIMBURSEMENT-REHABILITATION OPTION 

To provide an established and uniform procedure for department and contract providers 
to apply for Short-DoyleIMedi-Cal (SDMC) clinic designation under the Rehabilitation 
Option. 

A. SDMC provider certification is required for all providers as defined below. Fire 
safety requirements apply to all sites (including satellites) owned, leased or 
operated by a legal entity. 

1 .  Legal Entity: 

A county or city mental health department or agency, or a corporation, 
partnership, agency or individual practitioner providing public mental 
health services under contract with the County department. 

2. Provider: 

A specific site or group of sites (including satellites) owned, leased or 
operated by a legal entity, and utilized to provide SD/MC services. 

A provider is assigned its own unique provider number and enters into a 
provider agreement with the State Department of Health Services. 
Satellites are not assigned a unique provider number, and may store open - chartslindividual records at the satellite site. 

3. Satellite Site: 

A site which is owned, leased or operated by a legal entity where SDMC 
services are delivered for less than twenty (20) hours per week on separate 
premises from the parent provider, but which remains under the 
administrative direction and professional supervision of the parent 
provider. 
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A satellite is not assigned a unique provider number and must be part of 
the same legal entity as the parent provider. In order to receive initial 
certification for the SDIMC program, a satellite must meet all fire safety 
requirements specified in this document under "General Requirements." 
At the discretion of the State Department of Mental Health (DMH), a 
satellite may be subject to an on-site inspection. Claims for SDMC 
reimbursement for services delivered by the satellite are included with the 
claim submitted by the parent provider. 

When requesting certification of a provider with a satellite, the local 
mental health director or designee must confirm that the parent provider 
exercises direction and professional supervision of the satellite and that 
services will not be provided until the satellite location has met all fire 
safety requirements specified in this document under "General 
Requirements." 

4. Public School Site: 

A public school site where SDIMC services are provided may or may not 
be assigned its own unique provider number or be classified as a satellite 
site. This is at the discretion of the legal entity, regardless of the number 
of hours services are delivered. Fire safety requirements for public school 
sites are described under "General Requirements." 

The mental health program operating at the public school site must be a 
part of a provider that exercises direction and professional supervision 
over the school site. Staffing ratios for Day Treatment Intensive and Day 
Rehabilitation Services must be consistent with certification requirements 
identified under "Program Requirements". The provider must identify its 
school sites at the time of the certification review. At the discretion of 
State DMH, a school site may be subject to an on-site inspection. A 
written program narrative, including the Day Treatment Intensive or Day 
Rehabilitation Services, is to be on file at the provider site. The narrative 
may include the type of program, objectives, location, days and hours of 
operation, services provided, staff assigned by discipline, target 
population, program capacity, admission and discharge criteria and any 
unique components. 

L 
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1 .  Fire Safety: 

Space owned, leased, or operated by providers, including satellites, and 
used for services or staff shall meet local fire codes. Documentation of 
fire safety inspections and corrections of any deficiencies shall be made 
available to certification reviewers on request. 

All providers seeking certification for services at public school sites must 
conform to school fire safety rules and regulations under the Education 
Code. Providers need not have available fire safety inspections and 
corrections for buildings owned by public schools. 

2. Use Permits: 

Approval, when necessary, shall be secured from the local agency 
authorized to provide a building use permit. 

3. Physical Plant: 

The physical plant of certified site owned, occupied, or leased by 
providers shall be clean, sanitary and in good repair. Maintenance policies 
shall be established and implemented to ensure the safety and well being 
of individuals and staff. 

4. Administrative Policies: 

Administrative policies shall be written and implemented, and shall 
address the following: 

personnel policies and records 
individuals' charts 
general operating procedures 
service delivery policies 
reporting of unusual occurrences relating to health and safety 
issues. 

Policies shall be in accordance with state requirements. 
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5.  Audit Trails: 

Providers will maintain documentation that will create audit trails for all 
services provided by and reimbursed through the SD/MC system. 

6.  Quality Assurance System: 

The provider shall have a quality assurance/quality management plan that 
is part of a system approved by the State DMH . 

7. Chartsnndividual Records: 

Each provider shall establish and maintain a chart/individual record for 
every individual receiving SDNC services. 

Chartflndividual records shall be permanent. All records of discharged 
clients shall be completed and filed within thirty (30) days after discharge 
and shall be kept at least one (1) year after the minor has reached the age 
of eighteen (1 8) but in no case less than seven (7) years. 

Information contained in charts/individual records shall be confidential 
and shall be disclosed only to authorized persons in accordance with 
federal and state laws. Providers shall be responsible to store 
charts/individual records in such a manner as to safeguard confidentiality. 

Open charts/individual records shall only be stored at the following 
locations: 

A provider site owned, leased or operated by a legal entity and 
utilized to provide SDNC services. 

• A satellite site where SDNC services are provided. 
A public school where SDIMC services are provided. 

C. Program Requirements 

Rehabilitation Mental Health Services and Targeted Case Management: 

Staff who are employed by a Certified Mental Health Rehabilitation Provider may 
deliver services inside or outside of the certified site and bill SDIMC. All 
services provided must comply with all federal, state and local laws and 
regulations pertaining to rehabilitative services for persons with mental illness. 
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1. Scope of Practice 

Services shall be provided within the staff person's scope of practice. The 
local mental health director shall be responsible for assuring that services 
provided are commensurate with the professionalism and experience of 
the staff utilized. 

2. Head of Service 

Each provider shall have a staff person who meets requirements specified 
in Title 9, Section 622-630. 

3. Day Treatment 

Each provider shall maintain a minimum qualifying stafflindividuals ratio 
of 1 :8 for Day Treatment Intensive or 1 : 10 for Day Rehabilitation. 

4. Crisis Stabilizatiod'Emergency Room and Crisis StabilizationRJrgent Care 

Each provider shall maintain a minimum qualifying stafflindividuals ratio 
of 1 :4. 

Pharmaceutical Services: 

Programs that providelstore medications must be in compliance with state and 
federal laws. Programs must have written policies, reviewed and signed by 
someone licensed to prescribe or dispense medications, which address the 
following: 

a Administration 
a Labeling and storage 
a Orders (prescribing) 
• Disposal of drugs 
a Dispensing 
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Please see page 7-20 and 7-21 of the Short-DoyleIMedi-Cal Manual for the 
Rehabilitation Option and Targeted Case Management for state standards 
related to pharmaceutical services. 

D. Requests for Participation of DBH Clinics. 

1. Requests for participation in the SDMC Program must be submitted to the 
State Department of Mental Health by the Department of Behavioral 
Health's (DBH) Director or designee through the DBH Deputy Director of 
Administrative Services. Requests submitted directly from providers will 
not be accepted. 

2. Request for DBH clinics require the program manager to complete the 
following forms and send to the Deputy Director of Administrative 
Services for forwarding to the State. 

a. Short-Doylemedi-Cal Provider Certification Application. 
(Attachment 1 ) 

b. Short-DoyleIMedi-Cal Provider Agreement. (Attachment 2) 

c. Medi-Cal Provider Data Form. (Attachment 3) 

d. Medi-Cal Provider Disclosure Statement of Significant Beneficial 
Interests. (Attachment 4) 

e. Fire Safety Inspection Request Form STD. 850 (Attachment 5) or 
Fire Clearance Certificate. 

3. The Deputy Director of Administrative Services or designee shall send 
requests for DBH owned or operated clinics to: 

Moss T. Nader, Ph.D., Regional Chief 
State Department of Mental Health 
Medi-Cal Oversight, Southern Region 
P.O. Box 59063 
Norwalk, CA 90652-0063 
(562) 868-2273 

4. If the Clinic does not have a State Provider Number, the Program Manager 
should complete Form No. MH 3829, "Provider File Update" (Attachment 
6), indicating the transaction is an addition and send to the Deputy 
Director of Administrative Services who will review the form and send to 
the Statistics and Data Analysis Section of the State Department of Mental 
Health, 1600 Ninth Street, Sacramento, CA 95814 for updating into the 
Provider File System. 

, 11475C-1-IU 
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5 .  The earliest date a new provider can be certified, regardless of the actual 
on-site review, is the latest date all the following conditions have been met: 

a. Complete application is received in the Medi-Cal Oversight 
Regional Office; 

b. The date the program is operational; 

c. The date of the fire clearance. 

Until the County DBH Clinic appears on the Provider Listing generated by 
the State DMH , the provider is not considered Medi-Cal certified. 

E. Changes to Short-Doyle Medi-Cal Clinics 

The Clinic shall notify Program Manager of changes by letter. The Program 
Manager will send the letter to Contract Administration Unit which shall 
complete and send the following form to the State Medi-Cal Oversight Office: 

a. "Medi-Cal Certification and Transmittal" (Attachment 7) 

F. Requests for Participation of Contract Providers (refer to SPM no. 5-1.1 1). 

G. Recertification: 

Confirmation of continued compliance with all SD/MC requirements. Routine 
SD/MC provider recertification reviews which are done every two years are based 
on the State DMH, Medi-Cal Oversight's Regional recertification review 
schedule. Additional certification reviews may become necessary if  

1. The provider makes major staffing changes. 

2. The provider makes organizational and/or corporate structure changes 
(example: conversion from nonprofit status). 

3. The provider adds day treatment or medication support services when 
medications will be administered or dispensed from the provider site. 

4. There are significant changes in the physical plant of the provider site 
(some physical plant changes could require a new fire clearance). 

5.  There is a change of ownership or location. 

6.  There are complaints regarding the provider. 

7. There are unusual events, accidents, or injuries requiring medical 
treatment for clients, staff or members of the community. (See page 7 - 
12 of the Short-DoyleIMedi-Cal Manual.) 

1147YU-lllll 
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SHORT-DOYLEIMEDI-CAL PROVIDER CERTIFICATION APPLICATION 
Instructions The Local Mental Health Director or desirnee must submit a separate a~ul~cation for each ~rovlder. 

IDENTIFYING 
INFORMATION 

NAME AND 
ADDRESS OF LEGAL 
ENTITY 

HEAD OF SERVICE 
NAME 

SHORT-DOYLE1 
MEDI-CAL 
SERVICES TO BE 
PROVIDED 

IS THE PROVIDER 
CURRENTLY 
LICENSED BY A 
STATE AGENCY? 

FIRE SAFETY 

I certrfy that t h~s  appl~catlon 
Health Program shall be In 
withdrawal of certlficat~on Th~s  lnformatton may be released to any persons or organlzatlons outs~de the officlal admlnlstratlve channels 

LOCAL ENTITY AUTHORIZED SIGNATURE DATE 

LOCAL MENTAL HEALTH DIRECTOR OR DESIGNEE SIGNATURE DATE 

Name of Prov~der Provlder No (If one has already been ass~gned ) 

Street Address, Clty, Slate and ZIP 

Telephone No County 

Contract Agency or County Operated 

Head of Serv~ce 1s Psych~atr~st L~censed Vocat~onal Nurse 

Reg~stered Nurse Psychologist 

Psych~atr~c Techn~c~an L~censed Cl~n~cal Soclal Worker 

Marriage, Famlly and Chlld Counselor Mental Health Rehab Speclal~st 

INDICATE WHICH SERVICES YOU WISH TO PROVIDE 

SDIMC Mode 05 C r ~ s ~ s  Res~dentlal Adult Resldent~al PHF 

SDlMC Mode 18 Mental Health Serv~ces Medlcat~on Support Servrces Day Treatment lntenslve 0 

Day Rehab~l~tatlon Cns~s  lntervent~on C r ~ s ~ s  Stabll~zat~on 

Crls~s Stablllzat~on ER & UC Case ManagementIBrokeragc 

Yes If Yes, whlch agency? DMH 0 DHS 

No DSS 0 Drug & Alcohol 

~ t h e r  0 

Attached 1s documentat~on of the most recent fire safety lnspectlon and correct~on of deficlenc~es or a statement 
from the Local Mental Health Dlrector assurlng that all fire safety requirements have been met 

All scrvlces are provded at a publlc school slte and meet fire safety rules and regulat~ons 0 

1s m e ,  correct and complete I agree that ~f approval 1s granted that all serv~ces rendered by the Rehabllltat~ve Mental 
confonnlty w~th  Federal, State, and local laws 1 further understand that a vlolat~on of such laws will constitute grounds for 
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Depamnurt of Mental Health 

SHORT-DOYLE/MEDI-CAL PROGRAM PROVIDER AGREEMENT 
CLAIM CERTIFICATION 

Name ofRovider (Pleuse type orprint) 

Telephone Provider Number County Name - 

CERTIFICATION STATEMENT 

The Provider agrees and shall certify under penalty of pe jury that all claims for services provided to county mentai 
health clients have been provided to the clients by the Provider. The services were, to the best of the Provider's 
knowledge, provided in accordance with the client's written treatment plan. The Provider shall also certify that all 
information submitted to the Department of Mental Health is accurate and complete. The provider undersbnds that 
payment of these claims will be h m  federal andlor state funds, and any falsification or concealment of a material 
fact may be prosecuted under federal and/or state laws. The Provider agrees to keep for a minimum period of three 
years h m  the date of sewice a printed representation of all records which are necessary to disclose fully the content 
of s&ices fhished to the client. The Provider agrees to furnish these &cords and the information rcgardiig 
payments claimed for providing the services, on request, within the State of California, to the California Department 
of Health Services; the Medi-Cal Fraud Unit; California Department of Mental Health, California Department of 

\ Justice; Office of the State Controller, U.S. Department of Health and Human Services, or their duly authorized . . 
representatives, Tqe Provider also agrees that services are offmd and provided without d i s c d o n  based on race, 
religion, color, national or ethnic origin, sex, age, or physical or mental disability. 

THE PROVIDER AGREES TO INCLUDE WITH EACH CLAIM SUBMITTED TO THE DEPARTMENT OF 
MENTAL HEALTH A CERTIFICATION STATEMENT TO THE ABOVE TERMS AND CONDITIONS WHICH 
SHAU BE PRINTED ON THE REVERSE SIDE OF EACH PROVIDER CLAIM FORM. 

I cert* that the umhiigned will be a licensed or certl$kd provider of Sha-t-DoyIe/Medi-Cal services upon submission ofthis 
agreement to the Department of Mental Health and sutisjaction of the requirements pursuant to Title 9, Gd~omia  Corle'of 
Rephonr,  and compliance with the requirements for providers ofservice C d ,  Divirion 9, - 
Part 3, and Cdi/ornia Code ofReguhtions, TTle 22. 

Department of Mental Health 

Signature of Provider Date 
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7. Lii facility ownu(s). List owncr(s) profetsional license numbers, if applicable. (For corporations, list mrpontc name only.) 
(Attach a xpcmtc sheet of papa ifmom space is needed.) 

1. Facility Name 

2 Faciliv A d h  Numbu ~trcct Telephone Number . 

City COmrY State Zip Code 

3. Pay to Address (If differrnt) Number S~rcel Telephone Number 

City County State Zip Code 

8. In addition to rhL facility, please indic. other fscilitia or practices that the owncr(s) my have. 
(Attach a stpar& sheet of paper if more space k needed.) 

4. F c d d  Employs's 
Tax W Number (FW) 

5. F d Y w  
End Mom3 

Name 

9. L i i  previous M e d i a  pmvidcr numben that tk ownu(s) have been issued. 

- 

6 k  Type of Chganizarion (Check one) 

0 State Govcmmcnt 0 Nongovcmm~~~trl Non Ro6c 

g County Government a Nongovcmmend for h f i t  

a City G o v ~  0 0thcr(specifL) - 

68. Type of Ownership (Check one) - 
0 Individual Corporation 

0 Putnuship 0 o t h e r ( ~ i f y )  

Pmfcssiod 
Sratc Licauc 

Numba 
Namc 

Address (Actual Facility or PMia Loation) 

10. Is this a te+tiing facility for midcats andlor intans who arc salaried by a hospiP117 yes 0 No 

Rofcsrioaal 
SMC Licatt 
Number 

I artri  lhor aFz above hfon~r ion  tr buc. a m e .  a d  c o m p k  to the but  of my howledge. 

Namc Used For Billing From This Location 
Pmvider N a u k r  

&signed To 
This Loafion 

11. Applicant's Typcd or Printed Name 

13. Applicant's Signamre 

12. Applicant's Typed or Printcd litle 

14. Due 
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Name: Type of Provider: 

Ad- 

Medi-Cal Provider Number: ' 

- 

lhacby  c d f i  turdvpenol~ ofpeg-wy hut all the above rtatmem arc bw d comct to the best of my knowldge. 

SignatUte Date 

INSTRUCTIONS 
Section 14022 of the WeIfarr md  Institutions Code provides that no payment shall be made to a Mdi-Cal provider or to any facility or ocgankdon 
which he or his immediate f;lmily has a "~ilplificant beneficial imcrrst" unless the provider has a statanat on file disclosing his or the interest his 
mhtc family has in 0th- Medi-Cal providm to which they refer beneficiaries. The applicable section under MediCal prog_enm regulations is 

L d o n  51466, Article 6, Chapter 3, subdivision 1 of Division 3 of Title 22 of the C a I i f o m i a m v e  Codc This regulation is shown below. 

I; Evcy provider must complete this form 

2 Diiosurr must be made for each member of the provider's imrnaih!~ fanliy - spouse, parents spouse's ~ t r ,  children, and spouses of 
childmi 

3. Ji@canz buldicial intacsr me& any financial interest that represents either five p-t of the total intacst or a value of 525,000 
irrespective ofthe paccnlage ownaship. How diEcrcnt types of interests aae to be valued u a  be determined by r c f d g  to Section 5 1466. 

4. If a provider has no usignificant beneficial inter& in other providers to which Medi-Cal recipients art rcfmd, place "no intMnf on the 
Line and sign the stamnat 

51466. Disclosure of Slenifiant Beneficial Interest (B) In- In a pmtntnhip rhaII be determined on the kt of the - 
(a) A provider shall wt bin or submit a daim for scnricc involving tbe of ownuship specified in eithcr a writrm or verbal p ~ n a s M p  

~ o t a b c n d c i a n m o r h m r n o t h c r m w i d c r o n l c t s a c h d d a b s r  
&#loJcd my signi5& hc f ic ia l  e?drting beman th; mdcrs. (C) Intcrat &I a corponrion shrll be deacrmintd by compuring the 
Dlsclomrrt rhin be acwmpi i i  by completing md ~bmiI!ing a ~ t d i a  . p m e  of stock or bonds owned or the total oummdding share or bonds 
P c n d  Diosutc SBtanmt ofSignificant Beneficial form a pmvidcd of the anpocorporaion u of the Isn woridng day of the month p d g  
b the Depamoent a n n p l i i  #trh (a). 

@) A provider that fails to comply with (a) or tha! submits a fdsc or hcod (D) AU other financial urangan&n shall require establiiem of a hir 
d i r d o ~ e  ~ b d l  bt Nbjcct to anrrpcasion &om participation or payment under tbc md -ruble dollar valu5' for both the interest md the whole. The 
Medi-Cd pmgmm. paccntllqe iatmcst shall be computed as the percentage the dollar d u e  of 

(c) For the pmpwe of this d o n :  

(1) TipXcslr beneficial inmest" means any h c i d  in- held by t 
pmida .  or 8 number of the provider's iunnedii Emily, In another provider W 
k equal to or than rhe l a ~ t  of the following 

(A) Fm percent of the whole. 
(B) tZJ*ooo.00. 

2) ''1- f8mnyw means spause, son, daughter, tuhcr, mother. Exhe- 4, mttm-in-~aw, sea--&nw, or dm&=-in-law. 

(dl ~XUCKSB held by a p v i d a  aud mcmbm of that providu's ixnmedii 
'fPmiIy shall k wmbiid ond valued as n singte in- 

. (I) 'fhc - otfbm+iol htcrm s td l  be detumiacda Coll0\*2: 

the *kczest rcpiescnts of the whole. 

(2) ?he dollar d u e  of the bllowing of intucso shall be 
dctmnkd a fbllows: 

(A) Bonds, o&- th~~~un tc r  smcks and stocks listcd on the major 
c~chaa- shall be dued at the dosing scll i i~ priu on the I s n  working dry 
of the month p r c a d i i  compliiu (a). 
(B) Stocks in a dosely held wrpontioa shall be vdued rt rhc origid 

purch~~c price, par due, or cumnr marlat value. whichever ir gcntcr. 

(C) *hip mtacm shall k d u c d  a the DDUI doll= amount 
i n v e d  in orga~idng the p;umcrrhip. A hir and rcasodle dollar 
quinlmt s l d l  be dtramicd if invarmtnt is not in Corm of monies. 

@) All orher Gmnc'wl anangemam shall be valued y. the actual doll= 
invarmcar or o fJir and rrr~onsble &W q u * d w  b r  i n v m n  not in 
the form of monies 
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S T A E  OF CAUR)RNU 

FIRE S A M  INSPECTfON REQUEST 
m. BO (RN. 1004) See InstmctIons on reverse. 

UCENSING I 
AGENCY 

NAME AND 
---mm 

- . c I L ~ ~ u t  
ADDRESS m~ m r O N  

r . Q c r C l x ~  
- - 4 ~ m 6 6 2 a d b ~  

1 

~ A C P S ~  

I.- 1 
2. RENEWAL B. LIFE SAFETY 

CODES 

1. ORIGINAL A. FIRE CLEARANCE 

3. CAPACflY CHANGE - 
4. OWNERSCHP CHANGE 

m E P n O M ~  RE- DATE 

( 1 
REOMSTINO ~C;WCY FACIUW NVMSW 

5. MDRESS CHANGE 

6. NAME CHANGE 

7. OTHER 

PnOGmM 

R~ULST COOE 

RRE 
r 

A r n O R r n  
NAME AND 
APDHESS 

CODES 

1. FIRE CLURANCE GRANTED 

2. FIRE CEMANCE DENIED 

A Mrn 

8. CONSTRUrnON 

C. FlREAtARM 

D. SPRlNKLERS 

E. HOUSEKEEPING 

F. SPECWkWXRD 

G. OTHER 
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STATE OF cnuFonrJh 

FlRE SAFETY INSPECTiON REQUEST 
!W. 1044) (IICVERSO INSTRUCTIONS 

This form n dssignod far use wlrh a window envelo~e 
Uconslng or Requesting Agencies-Complete the tollowing 19 sactions on this farm 

before submitting it to the fire authority having jurisdlct:cn. 

1. AGENCY CONTACT, 2. TELEPHONE NUMBER, lo. FACILITf NAME. Insert the nzna of the facility zr, 
5. EVALUATOR. Enter ths name and tnlephone will sppesr on tho !icsnse. List tdentiiying s u ~  namz 
number of agency contsct person. known (i.e., Hscienda Corp/klcdina Lcdcc). 

3. PROGRAM. Licensing zganc:, use. 

3. REQUEST DATE Enter aste request WES prepared. 

6. REQUESTING AGENCY F:4CILITY NL'?JISE??. This is 
the file nunber assigned 1=./ the lic~nsing agency. 

7. REQUEST CODE. Usa ;ha sovon codes shown and 
insert the appropriate numbzr rn tne box foilowing "Re- 
qu~st  COd3". I f  NAME CHANGE. plaase list prcvious 
nsrne. lnsen date of original rcquest io o!hsr t!sn an 
oricinal. - 

3. AGENCY NAME AND ACDRESS. Enter the name and 
address of the licensing fecility requesting tho inspection. 

3. AMBULATOR'f-NCNKdSUUTORY-EEDXIDDEq. 

Capaciiy: Insert in the appropfiae section, the cspacity 
of licensed ambul~toly or nor~ambulatory oc- 

i cupants covered by lhis reqvest. 

Provious If request is for renewal or czpacity change, 
Capacity insert czpzcity of previous clearance. 

Total Show total licensed =pacity. If the facility is 
Capacity: intended to house part ambulatory, nonambu- 

latory, and part bedridden, show the total of 
the three types of occupants. 

11. LICENSE CATEGORY. ~nscnthec;3tagoryof licens 
being sought as i t  will sppear on the licrnse certifica~ 

12. ADDRESS. lnsert street addr~ss znd cib] only. A po: 
office box is not accsp!acle ss on!y Iccr;tion. 

13. NUMBER OF EUILDINGS. !nsert the totql number: 
buildrngs to be ussa for housing of the occcrp~r.- 
covered by tke Iiccnsa. 

74. RESTRA:NT. lr;dics!e i f  physizal restroict (Iccied in 
room or the building) is to be bssd in ihe housing ot iti 
occupan is. 

15. F.4CILIT'f CCNTACT PESSON-TELEPHONE NUhI 
SER. Indicate the rime and telephone number of tht 
respcnsib1,o ifidividual at tha fzciiity to be contacted k 
the fire authcriry. 

Is. HOURS. Indicae the number o i  hours the occupm!: 
are housed at rhe facility (Icss than 24 or 24+). 

17. SPECJAL CONDITIONS. Indicate any condition: 
unique to this request. As an example. if the inspectior 
request is for one building in a multi-building facility. 

FlRE AUTHORITY CONDUCTING THE INSPECTION-COMPLETE THE FOLLOWING: 

8. FIRE AUTHORITY, NAME AND ADDRESS. Insert the 22. OCCUPANCY CLASSIFICATION. Use California 
name and address of the fire suthon'ty whsre the facility is Building Code occupancy c!assifications and insert the 
locsted. occupancy determined by the i~spector. 

9. CLEARANCUDENIAL CODE. Use the two ccdes: 1 23. INSPECTlON DATE. Enter the actual dato of the 
for clesrvlce granted. and 2 for clearancs denied. If inspection. 
denied, also include the appropriste letter code. AS zn 24, I ~ s ~ ~ ~ ~ ~ ~ ~  SIGNANRE. To be by example. Denial based upon exiting would be coded 2A. inspector conducting the ins~ection. - 

0. INSPECTOR'S NAME. Print tho initial of thc inspector's 25, DENIAL oR SPECIAL CONDITIONS. 
'--?name and full last name: insert the telephone number coda L2 is used, reason. !re the inspector may be contacted. space is also to be used to specify any additional 

1 .?%Rs I.D. NUMBER. lnsert the fire depdrtmmh num- limitations placed by the fire authority, such as the use 
bcr assigned by Galifomla Fire Incident Reporting System. of certain floors or sleeping rooms approved for 

nonambulatory clients. 



No. 5-1 10 Attachment 6, Page 1 of 1 

PROVIDER FILE UPDATE (PFU) 
MH 3829 (1100) 

COUNTY SUBMITTING FORM. 

TYPE OF TRANSACTION (Check one). Add Change Inactlve 

FISCAL YEARS w u u  
Is thls Provider a satell~te clm1c7 (Check one). Yes No 

COUNTY CODE. w 
LEGAL ENTITY NUMBER: I I I I I I (If a Legal Entity number has not been assigned, 

complete a Legal Entity Flle Update fonn ) 

PROVIDER NUMBER I I ( I I (To be assigned by DMH only ) 

PROVIDER NAME 

PROVIDER ADDRESS 

PROVIDER CITY. 

ZIP CODE OF PROVIDER. I I I I ( I - ( I I I I (Last four diglts optional.) 

DATEPROVIDER Started] I 1 1 1 I 1 I I Ended [ 1 I 1 I I I I I 
SERVICES Y Y Y Y M M D D  Y Y Y Y M M D D  

SHORT-DOYLEtMEDI-CAL PROVIDER (Check one): Yes No 

PROVIDERTYPE- 1 1 1 CONTRACTTYPE 

MODE OF SERVICE FUNCTIONS 
SERVICE 

COUNTY 
CONTACT PERSON PHONE DATE 

S D M C  Mode Start Date End Date 

Y Y Y Y M M D D  Y Y Y Y M M D D  
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1 MEDI-CAL CERTIFICATION AND TRANSMITTAL 
L 

Part A Provide the following information: 

COUNTY SUBMlTlNG FORM: COUNTY CODE- 

TYPE OF TRANSACTION (Check One): Activate n Channe D Terminate 
If Channe, indicate one or more type@): Name Address C] Mode Effective Date 

PROVIDER NUMBER: 

PROVIDER NAME: 

PROVIDER ADDRESS- 

PROVIDER CITY: PROVIDER ZIP CODE. 

MEDI-CAL ELIGIBILITY DATE: ACTIVATED TERMINATED 

IF CHANGE, EFFECTIVE DATE OF CHANGE: 

SDIMC 
MODE OF SERVICE DESCRIPTION OF SERVICES 

(07) General Hospital 

(08) Psych Hosp Age < 21 

C] (09) Psych Hosp Age > 64 

C] (05) ResidentialIPHF Cr~s~s Res~dent~al Adult Res~dent~al Psych~atr~c Health Fac~l~ty 

Check only one Mode (either 72 or 78): 
C] (12) Hospital Outpatient C] (1 8) Non-Hospital Outpatient 

lndlcate Serv~ces (check all that apply) 
Cris~s lntervent~on Cr~s~s Stab~l~zat~on Mental Health Serv~ces 

Case ManagementlBrokerage Med~catron Support 

Day Treatment Intensive Half Day Day Treatment lntens~ve Full Day 

Day Rehab~l~tat~on Half Day Day Rehabliltation Full Day 

The above named prov~der IS certified by thls agency to partlcrpate In Short-DoylelMedl-Cal programs. I attest that the 
above named prov~der slte complles wlth requirements of the CCR, T~tle 9, Sectlons 1810.435-436, the terms of the 
contract between the MHP and the Department, and the MHP's lmplementat~on Plan pursuant to CCR, Title 9, Sect~on 
1810.310 

Phone ( ) Date: 
S~gnature on above llne and check below to lndlcate person signing 

County Mental Health Dlrector or Des~gnee Medi-Cal Overs~ght , South I North 

To be submitted to Medi-Cal Oversight for signature below. 
)art B: Medi-Cal Oversight Approval to Transmit Data to DHS 

Medl-Cal Overs~ght, SouthernlNorthern Reg~on Date 

Revised August 31.2000 


